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30-10-213 ( )  

with paragraph (1) of this subsection. If the projection period prior the 


certification of the new construction exceeds three months, the provider shall 


be required tofile a historical cost report for this period for the
of purpose 

. .

retroactive settlementin accordance with paragraph(1) of this subsection. 

( 5 )  An interim settlement, basedon a desk review of the historical cost 

report �or the projection period, may generally be determined within90 days 


after the provideris notified of the
new rate determined from such cost report. 


The final settlement shall be based
on an auditof the historical cost report. 

( g )  Balance sheet requirement.A balancesheet prepared in accordance with 


report forms
cost report instructions shall be filed as part of the costfor each 

provider. The effective date of this regulation shall be October 1, 1991. 

(AuthorizedbyandimplementingK.S.A. 1990 Supp. 39-708c; effective, 

T-30-12-28-90, Dec. 28, 1990; effective March4, 1991; amended Oct. 1, 1991.) 

(h) Any facility on projected status on October 1, 1991 will continueon 

projected status to the end of the projection period. The rate will then be 

developed accordingto this subpart. 

,i 
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Methods and Standardsfor Establishing Payment Rates-

Skilled Nursingand Intermediate Care Facility
Rates 


(ICFs/MR) 


Audits 


1. 	 The SRS Office of Audit Services uses a standardized ICF/MR desk review 

program and a standardized field audit program. 


2. The State shall perform a desk review of
all cost reports within six months 

after receipt. 


3. 	 The State shall providefor periodic audits of the financial and statistical 

records of participating providers. 


4. 	 Installment recoupments shallbe allowed if theDepartment determines that a 

lump sum recoupment could result in the provider being unable to provide a 

standard level of care. Any payment schedules in excess of twelve months 

shall be approved by
the Secretary. 


TNfMS-91-45Approval DateY-8-s Effective DateIO49 I Supersedes TN~Ms-91-14 
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The purpose of t h i s  r e p o r t  i s  t o  obtain the c l ient-related costs incurred by
,Intermediatecare f a c i l i t i e s  for the mental ly retarded (ICF-MR) i n  p rov id ing
servicesaccording t o  appl icablestate and federal laws, regulations, and 
q u a l i t y  and safety standards. The regulationsgoverningthecompletion of t h i s  
ereport and adul t  care home reimbursementcan be found i n  the Kansas 
AdministrativeRegulations,Chapter 30, Part  200, 

SUBMITTALINSTRUCTIONS 

1. 	 One blank Form MHWS-2004, ICF-MR Financial  and S t a t i s t i c a l  Report, i s  
sentbyMentalHealth and Retardation Services to each ICF-MR i n  t h e  
Medicaid/Medikan Program before the end o f  the home's reporting period. 

2.Send twocopies o f  the completed form MHWS-2004and one copy o f  the form 
AU-39r(Census summary for each month o f  the report- period t o  the 
fo l lowing address: 

ICF-MR reimbursement 

MentalHealth and RetardationServices 


Department of  Social & Rehabil i tat ion Services 
Docking State Off ice Bui ld ing,  5th Floor 

915 S.W. Harrison 
Topeka, Kansas 66612 

Attent ion:admin is t ra tor  ICF-HR reimbursement 

3. 	 All inquires on completion o f  theseformsshould be d i rec ted  to  the  
Administrator, ICF-MR Reimbursement, MentalHealth and Retardation 
Services, a t  (913) 296-3561. 

GENERAL 

1. COMPLETE THE FORMSACCURATELY AND LEGIBLY. ANY REPORT THAT IS INCOMPLETE 
RETURNEDOR IS NOT LEGIBLEWILL BE PROMPTLY TO THE PROVIDER. THIS MAY 

,POSTPONE THE RATE EFFECTIVE DATE AND RESULT I N  ADDITIONALPENALTIES FOR 
LATE FILINGS. KAR 30-10-213 

2. ALLTOTALS MUST BE ROUNDED TO THE NEARESTDOLLAR. 

3. 	 DO NOT ADD LINES TO THE FORMS. Use 'OTHER" l i n e s  for c l ient - re la ted 
expenses notdesignatedonthe Expense Statement, scheduleaAt tach a 
schedule i f  necessary. 

4. DO NOT CROSS OUT OR RETITLELINES ON THE FORMS. 00 NOT INCLUDE more THAN 
ONE AMOUNT PER LINE. IF MORE THAN ONE AMOUNT OR JOURNAL ENTRY IS COMBINED, 
submit AN ATTACHMENTWITHEXPLANATION. 

I 
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6.  	 USE THE ACCRUAL METHOD OF ACCOUNTING I N  REPORTING FINANCIAL DATA. Revenues 
are reported in the period when earned, and not when received, and expenses 
are reported when incurred, not when paid. 

7. ESTIMATES OF REVENUES AND EXPENSES ARE NOTACCEPTABLE. 

8. ALL COST REPORTS, HISTORICAL OR PROJECTED,MUST BE FOR A PERIOD OF 12 
AS-	 CONSECUTIVE MONTHS EXCEPTPROVIDED I N  KAR 30-10-213. Providers who have 

filed a projected cost report must file ahistorical report for the 
projection period and a historical report for the first fiscal year 

. ' following the end of the projection period. 

. 


9. 

10. 

11. 

12. 

ALL COST REPORTSMUST BERECEIVED BY THE AGENCYNO LATER THAN THECLOSE OF 
BUSINESS ON THE LAST DAY OF THE THIRD MONTH FOLLOWING THE ENDOF THE 
REPORTINGPERIOD (F ISCAL YEAR END OR PROJECTION). KAR 30-10-213. The 
provider may request a one month extension of the duedate by submitting
the request in writing to theaddress in the Submittal Instructions within 
the time period allowed for filing the original cost report. The extension 
will be granted if the agency determines that theprovider has shown good

AFTERcause, NOTE: I F  A COST REPORT I S  RECEIVED THE DUE DATE WITHOUT. AN . 
APPROVED TIME EXTENSION,THEPROVIDER IS SUBJECT TO THE PENALTIESSPECIFIED 
1Fc KAR 30-10-213. 

EACH ICF-MR MUST m a i n t a i n  ADEQUATE ACCOUNTING AND/OR STATISTICAL RECORDS. 
Inadequate recordkeeping is cause for suspensionof payments or reduction 
to the lowest rate(s) for the level(s) of care provided. KAR 30-10-211. 

REIMBURSEMENT RATES(PERDIEM) FOR ICF's-MR: The per diem rate of 
reimbursement for those facilities participatingin the medicaid/medikan 

program is based on the reported costs and client days as adjusted by a 

desk review of the cost report. Each cost report is also subject to a 

field audit to arrive at a final settlement for theperiod the per diem 

rate was based upon. 


KANSAS ADMINISTRATIVEREGULATIONS: Copies of theregulations governing
ICF-MR medicaid/medikan reimbursement may be obtained at a cost by sending 
a request to theDepartment of Social and Rehabilitation Services to the 
address given in the submittal instructions. NOTE: SINCE THEREGULATIONS 
MAY BE CHANGED, THE PREPARER OF THE COST REPORT SHOULD CAREFULLYREVIEWTHE 
MOST RECENT VERSIONPRIORTOCOMPLETINGTHE FORM MHbRS-2004 FOR SUBMISSION. 

COST REPORT INSTRUCTIONS 

COVER PAGE 

A) ProviderIdentification 


L I N E S  11-19 Complete these lines as indicated on the report form. 


L I N E  21 THROUGH 25 :  Check Only One Box. 


L I N E  21 Check if the cost data is for the provider's normal fiscal year and 

does not include any Portion of a projection period. 
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LINE 22 	 Applies top ro jec tedcos trepo r t sfo r  new providers that arenot 
occupying a newly cons t ruc ted  fac i l i t y .  

LINE 23 	 App l ies  on l y  to  p ro jec ted  cos t  repo r t s  re la ted  to  newly constructed 
f a c i l i t i e s .  I f  a provideroccupies a newlyconstructed f a c i l i t y  they
should check t h i s  box. Prov iderstha t  have increasedtota l  beds 
avai lable through new construct ion t o  an e x i s t i n g  f a c i l i t y  by 25% o r  
more may f i l e  a projectedcostreport  and should check t h i s  box.. . 

LINE 24 A p p l i e s  o n l y  t o  p r o v i d e r s  f i l i n g  h i s t o r i c a l  c o s t  r e p o r t s  f o r  t h e  same . .  12 month per iod as t h e i r  p r o j e c t i o n  year. 

LINE 25 	 Applies toprov idersintheprocessofconver t ing  from thepro jec t ion
p e r i o d  t o  t h e i r  n o m a 1  f i s c a l  year and the repor t  per iod inc ludes a 
po r t i on  o f  t he  p ro jec t i on  pe r iod .  

LINES 26 THROUGH 32 Check only  one box. Check the type o f  business 
organization whichmost accurate ly  descr ibes your  fac i l i ty  or explain on l i n e  
32. 

B) F a c i l i t y  Beds: 

LINES 43 THROUGH 45 Enterthe number ofl icensed beds avai lab le f o r  each 
categorylisted. I f  achange i n  the  number o f  beds has occurredduring t h e  
report ingperiod, show theincrease(or  decrease) and thedate of the change, ' 

T o t a l  thecategories on 1line 45. Attach a schedule if addit ional  space i s  
needed t o  show a11changes i n  t h e  number o f  1licensed beds. 

LINE 46TOTAL BED DAYS AVAILABLE: If the number o f  beds availablethroughout
theyear has not changed, t h e  t o t a l  number o f  beddays i s  computed by
m u l t i p l y i n g  t h e  number o f  beds times 365 (366 i n  leapyears). If the 
number o f  beds change duringtheperiod, compute asshown i n  the 
examplebelow. 

Assume a home o f  20 beds was increased on J u l y  1 t o  25 beds, the 
number o f  beddays fo r  t he  pe r iod  would be determined as fol lows: 

January 1 t o  June 30 - 181 daysx 20 beds = 3,620 beddays
Ju ly  1t o  December 31 - 184days x 25 beds = 4 600 beddays

beddays fo r  pe r iod  

LINE 48 	 TOTAL CLIENT DAYS: The t o t a l  number of c l i e n t  days s h a l l  be 
determined i n  accordance with K.A.R. 30-10-225. A c l i e n t  day means 
that per iod of  serv ice rendered to  a c l i e n t  between the census-taking
hours on two  successive days and a l l  other days for whichtheprovider
receives payment, e i t h e r  f u l l  or p a r t i a l ,  f o r  any medicaid/medikan or 
non-medicaid/medikan c l i e n t  whowas not i n  the home (K.A.R.
30-10-la). I f  boththeadmission and dischargeoccur on the  same day, 
it shal lcount  as a c l i e n t  day. I f the provider does not make refunds 
on beha l f  o f  a c l i e n t  f o r  unuseddays i n  the  case o f  death or 
discharge, and i f  the bed i s  avai lab le and ac tua l l y  used byanother 

TN# BS-91-14 




ICF-MR Financial  ana s t a t i s t i c a l  r e p o r t  	 Part II 
Subpart 
Exhibit H-1 
Page y 

cl ient ,these unused days shal lnot  be counted as a c l i e n t  day. Any bed days
pa id  fo r  t he  c l i en t  be fo re  an admissiondateshallnot be counted as a c l i e n t  
day.The t o t a l  c l i e n t  day count f o r  the cost  repor t  per iod shal l  be accurate. 

. 	 An estimate o f  the days ofcareprovidedshal lnot  be acceptable. The t o t a l  
c l i e n t  days mustagree w i th  the  12 month t o t a l  as submitted on the form AU 
3902.-

. Day care and day treatmentshal l  be counted as one c l i e n t  day f o r  18 hours o f  
service. The c1clients of day care/ t reatment shal l  be l i s t e d  on themonthly 

. census summary (AU 3902) with the number o f  hours re f l ec ted  on theappropriate 
day column. 

OCCUPANCY PERCENTAGE - Agency s t a f f  will determine t h i s  percentage. . 

LINE48a 	 TOTAL medicaid/medikan DAYS - Enter  the  to ta l  number o f  Medicaid/ 
Medikan days reported on the AU 3902's. P a r t i a l  as w e l l  as f u l l  p a i d  
days must be included(please r e f e r  t o  KAR 30-10-225). 

- - LINE 50 AGENCY USE ONLY. 

LINE 51 	 Iftheprovider i s  a publ ic lyheldent i ty ,prov ide annual reports and 
Form 10-K. 

Declarat ion by Ownerand Preparer: The costreportisnotconsidered 
completeunlesssignedby a representative o f  t h e  f a c i l i t y  ( i . e .  owner, 
off icer,administrator,etc.) and thepreparer. I f  t h e  f a c i l i t y
representative and thepreparerarethe same individual,pleasesignboth 
spaces. PLEASE READ DECLARATION STATEMENT. 

SCHEDULE A - EXPENSE STATEMENT 

ATTACH A COPY OF THE WORKING TRIAL BALANCE USED TO PREPARE THE COST REPORT. 

Column 1 - Per Books o r  Federal Tax Return:Report the expenses r e f l e c t e d  i n  
theaccountingrecords under theappropriatecostcenter(i.e.Administration, 
Ownership, Plant Operating, Room and Board, H a b i l i t a t i o n  and Non-Reimbursable).
The t o t a l  o f  a11 the  expense 1lines (Column 1 - Line 210) sha l l  reconc i l e  to  the  
accountingrecords and/or Income tax return. 

Column 2 - Provider Adjustments: Enterthe necessaryadjustments t o  t h e  
expenses reported i n  Column 1that are not  c l ient - re la ted accord ing to  the 
regulat ions' and/or o f f s e t  expense recoveries reported i n  the Revenue Statement 
(Schedule G). Attach a schedule i f  necessary. / .  

Column 3 - Cl ient  Related Expense: Enterthe di f ference between Column 1 and 
%Column 2. Pleasecomplete Column 3 even i f  no adjustments were made i n  Column 
2, except f o r  l i n e s  191 through 209. 

Columns 4 f 5 - SRS adjustments/adjustedClientRelated Expenses: Leave blank -
TOR AGENCY USE ONLY. 
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Expense Lines (General): All costsshall be reported on thedesignated expense
l ines .  I f  a l l  expense classificationsare not  addressed,reportthe amount on 
the l ine and i n  thecostcenterthat most nearlydescribesthe expense. For 
example, telephone expense is  included i n  the Administration costcenter. 
Therefore,the expense for  telephonelines t o  t h e  nurses'stationshall n o t  be 
reported i n  the Habilitation cost center. See specificlineinstructionsfor 
more detail.  DO NOT CROSS OUT OR USE A L I N E  DESIGNATED FOR A PARTICULAR TYPE OF 
EXPENSE FOR SOME OTHER TYPE OF EXPENSE. 

THE SPECIFIC INSTRUCTIONS, WHICH FOLLOW, DO NOT COVER EACH LINE ITEM OF THE 
EXPENSE STATEMENT, BUT ARE DESIGNED TO COVER ITEMS WHICH M A Y  R E Q U I R E  ADDITIONAL 
EXPLANATION OR EXAMPLES. 

Al l  Salaries - Lines - 101, 102, 103, 126, 142, 149, 154, 161, 162, 171 and 
173. Salariesare compensation p a i d  for personal services t h a t  were reported t o  
theInternal Revenue Service (IRS).  These lines,plusthe Owner/related party
compensation lines,shallreconcile t o  your IRS 941 Report formsas adjusted by
benefits or other bonuses. 

Each f a c i l i t y  musthave a licensedadministrator or QMRP. Non-owner/related
partyadministrator compensation sha l l  be reported on line 101. Owner/related
partyadministrator compensation s h a l l  be reported on 107. Salaries of the 
administrator and co-administrator p a i d  as centralofficecosts s h a l l  be 
reported on lines 101 and 102. 

Salaries and  benefits of theadministrator and co-administrator p a i d  through t h e  
centraloffice sha l l  be reported on lines 101 and 102. 

Employee Benefits - Lines 104, 127, 141,and 164 - Allocate employee benefits t o  
thebenefitlines i n  each costcenter based on thepercentage of gross salar ies  
or the actual amount of expense incurred i n  each center. Employee benefits, i f  
offered t o  substantially all  employees may include b u t  are n o t  limitedto: 

Employer's share of payrolltaxes 

S t a t e  and federal unemployment contributions 

Workers' compensation insurance 

Group health and l i f e  insurance 

Employee non-cash  gifts 

Movinghelocation expenses

Employee retirement plans

Employee par t ies  - except alcoholic beverages

Profit shar ing 

Physical examinations 

Malpracticeinsurance t h a t  specificallyprotects employees. Thisshall 

be specifically identified on theinsurance b i l l  from the agent. 

employee uniforms f oms 


Employee benefitsshall n o t  include: 

1) Employee cash bonuses and/or incentive awards - these payments sha l l  be 
consideredadditional compensation andbe reported on salarylines. 

Effective
TN# ).is-91-14 Approval Date Date JAN - 1 1991 Superseded MS-90-46 
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employee 

. 1) 

Benef i tsgiven t o  owner / re la ted  par t ies  bu t  no t  to  subs tan t ia l l y  a l l  
employees - thesebenef i tsshal l  be t rea ted  as addi t ional  compensation
and be repor ted on owner/relatedparty compensation l ines .  

bene f i t s  w i th  res t r i c t i ons  i nc lude :  

Employee benef i t s  o f fe red  t o  select  non-owner/related party employees
s h a l l  be reported as a b e n e f i t  i n  the costcenter i n  which thesalary
i s  reported. 

Consultants - l i n e s  106, 144,166,and 175 through 180. R e p o r ta l lf e e sp a i dt o  
profess ional lyqual i f iednon-salar iedconsul tants .L is tthe t i t l e s  o fo ther  
hab i l i ta t ion  consu l tan ts  on l i n e  180. 

NOTE: 	 Line 106 - management Consulting Fees. Includeonly cost  o f  arms-length 
management consultant fees.Owner/relatedparty management feesshal l  be 
reported on l i n e  107. Also see ins t ruc t i ons  t o  l i n e  108. 

Ownersand RelatedParty Compensation - Lines 107,. 128, 143,165, 172 and 193. 
Record the amount earned and repor tedto I R S  f o r  c l i e n t  r e l a t e d  s e r v i c e s  o f  
Owner / re la tedpar t ies.Inorderto  be a1 lowed, the compensation must be pa id
w i t h i n  75 days a f te rc lose  o f  thef isca lper iod .  Theamount reported must be i n  
agreement w i then t r i es  made i n  Schedule B. Compensation maybe included i n  

' 	 al lowablecostonlytotheextentthat i t  representsreasonableremunerationfor 
managerial and admin i s t ra t i ve  func t i ons ,  p ro fess iona l l y  qua l i f i ed  hab i l i t a t i on  
services and otherserv icesre la tedtotheoperat ionofthe ICF-MR, andwas 
rendered i n  connection w i t h  c l ien tcare ,  All compensation paid t o  an 
Owner/relatedpartyshal l  appear on the appropr iatel ines above regardless o f  
thelabelplaced on theservicesrendered. See K.A.R. 30-10-221. NOTE: L ine 
143 i s  f o r  repo r t i ng  owner / re la ted  pa r t y  compensation for Dietary,Laundry and 
Housekeeping services 

"Other" - Lines 117, 118,138,148,153,158,170,183,188, and208. "Other" 
or blankl ines have been provided i n  each costcenter. Types o f  expense entered 
on these l ines  sha l l  be i d e n t i f i e d  andbe appl icable t o  thecostcenterunless 
fu r therres t r i c ted .At tach  a schedule t o  thecos trepor t  i f  necessary. Fa i l u re  

processingofyourcostreport  and 
o f  your new rate.  

L ine 105 - Off iceSuppl ies and Pr in t ing .Repor ta l lo f f i cesupp l ies ,  postage,.
dup l i ca t ing  and p r i n t i n g  expenses on t h i s  l i n e .  The p r i n t i n g  and dup l ica t ing  o f  
forms areconsidered t o  be an admin is t ra t ive expense and s h a l l  not be reported
i n  any othercostcenter. The exception t o  t h i s  r u l e  i s  hab i l i ta t ionrecords  
formswhich may be repor ted on l i n e  168, nursingsupplies. 

L ine 108 - A l l oca t i on  o f  Centra lOf f ice Costs.  All providerswi th  more than one 
f a c i l i t y  and pooled admin is t ra t ive costs  shal l  repor t  a l located costs  on l i n e  
108. All fac i l i t i es ,i nc lud ingthecen t ra lo f f i ce ,  mustuse the  same repor t i ng
period. (KAR 30-10-213 & 30-10-224). ATTACH A DETAILEDSCHEDULE LISTING THE 
CENTRAL OFFICE COSTS AND METHOD OF ALLOCATION TO ALL FACILITIES AND PROGRAMS. 
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Allowable central office costs are subject to the following conditions: 

-	 Purchases from related-party vendors - Costs of client-related goods and 
services supplied to the central office by related parties will be allowed 
a t  the  lowerof the cost t o  the vendor or the charge to the central office; 

- Management consultingfees - Ifthe management services company is owned or. - controlled by the company or person(s) t h a t  owns or controlsthe 
fac i l i t i es ,  the  management fees must be reported as central office costs 

. .subject t o  the limits of  related-party transactions; 

-	 Salaries o f  owner/relatedparties - Any of thesecosts t h a t  are included i n  
central office costs mustbe reported on l ine 107; 

-	 Centraloffice bulk purchases o f  ICF-MR supplies - These expenses may be 
allocated t o  the supplieslines i n  theappropriatecostcenters; and 

-	 Directcareconsultants - These costs may be reported on theapplicable
consultantlines i n  theappropriatecostcenters. 

Line 109 - Telephone and Other communication Report routinetelephone and 
communications expense on this line regardless of the department or costcenter 
benefit . 
Line 110 - Travel - Report administrative and s taff  travel expenses t h a t  are 
related t o  clientcare. VEHICLE COSTS MUST BE DOCUMENTED BY DETAILED EXPENSE 
AND MILEAGE RECORDS KEPT AT THE TIME OF THE TRAVEL ACTIVITY. Estimates s h a l l  
n o t  be accept able. 

EXCEPTIONS: 

Long term or recurring vehicle lease expense for business purposes
shall  be. reported on l ine  123. 
Expenses associated w i t h  the personal use of a vehicle are not  
allowableunlessreported w i t h i n  otherwiseallowable limits of 
compensation.
Costs related to "In town" entertainmentare non-allowable. 
Travelexpenses re la ted to  PROVIDER board meetings are non-allowable. 
Client transportation expense shall be reported on l i ne  182. 
Vehicle maintenance and repair  shall be reported i n  the plant Operating
Cost Center . 

Line 111 - advertising - Report allowableadvertising expense on this line. 
This l ine sha l l  be used for employment advertisements and ads i n  telephone
directories. Fund raising, p u b l i c  relations,advertisingforclientutilization 
and sponsorships 'are notallowable and shall  be reported on l ine 195. 

Line 112 - Licenses andDues - Report alllicenses and dues expense on this 
line. Personalautomobile c lub  memberships are not  allowableunlessreported as 
compensation. 

TN# HS-91-14 Approval Date$UN * EffectiveDate JAN - 1 1991 Superseded HS-90-46 
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Line 113 - Legal,accounting and DataProcessing (DP) - Reportlegal and 
accounting expense on t h i s  line, exceptfeespaidtoowner/relatedpartyf irms 
or ind iv idua ls  whichmust be reported on the  owners compensation l i n e  107. Data 

. processing expense r e l a t e dt of i n a n c i a l  management (i.e. accounting, payro l l ,
budgeting,etc.)shall be reported on t h i s  l i n e .  

L ine 114 - Insurance - Reportproperty and l i a b i l i t y  insurance expense on t h i s  
l ine.  Workers'compensation and employee hea l th  and l i f e  insurance expense
s h a l l  be reported onemployee bene f i t  l i nes ,  The premium for  "Key Employee"
life insurance (when thecorporat ion i s  made the  bene f i c ia ry  o f  t he  po l i cy )  i s  
not ana1 lowable expense, and s h a l l  be reported on l i n e  196. 

L ine 115 - I n t e r e s t  - Repor ttheinterest  expense re la tedtoopera t ingloans  
and equipmentpurchases.Submit copies of each new note for  the year
originated. 

L i n e  117 o r  118 - Other - Inc ludeamort izat ionofadmin is t ra t iveorganizat ional
and/or s tar t -upcosts .Alsoinc ludecl ientre la ted expenses f o r  education o f  

staf f .  0 - administrat ive . .  . 

Line 122 - I n t e r e s t  on R e a l  E s t a t e  mortgage - Report a l l  i n t e r e s t  expense
incurred f o r  theacquis i t ionorconst ruct ionofrea lestate.Descr ibefu l ly  on 
Schedule D. Includeamort ization expense forloancosts .  The i n t e r e s t  f o r  
equipment and furn ish ings purchasedalong w i t h  t h e  b u i l d i n g  s h a l l  be reported on 
t h i sl i n e .  

L ine 123 - Rent o r  Lease Expense - Report a l l  r ecu r r i ng  ren t  and lease expense
regardless o f  t he  item anduse. 

L ine 124 - Amort izat ionof  Leasehold Improvement. Reportonlyamortization of 
leasehold improvementson thisl ine.Leasehold improvements aredefined as bet
terments and addi t ions made by thelessee t o  t h e  leasedproperty. Such improve
ments become the  proper ty  o f  the  lessor  a f te r  the  exp i ra t ion  o f  the  lease. 

Line 125 - Depreciat ion Expense - This amount must be computed by the 
s t r a i g h t - l i n e  method. Such amounts must be r e c o n c i l e d  t o  a de ta i l ed  
depreciat ion schedule. The determination o f  capi ta l ized property must.  be i n  
conformity with Generally Accepted AccountingPrinciples, I f  an i tem o r  r e l a t e d  
itemspurchased i n  bulk (beds, chairs,tables,etc.) exceeda costof  51,000, 
they  sha l l  be capi ta l ized.  ATTACH A DETAILEDDEPRECIATIONSCHEDULE TO THE COST 
REPORT. 

L ine 121 - Real Estate and PersonalProperty Taxes - Report a l l  r e a l  and 
personalpropertytaxes on t h i s  l i n e .  

L ine 126 Salar ies - Reportsalariesofmaintenancepersonnel who perform 
carpentry,mechanical,electrical,plumbing,heating,cooling and pa in t i ng
dut ies . 
L ine  129 - U t i l i t i e s  ExceptTelephone - Report expenses f o r  gas, water, 
e lec t r i c i t y ,heat ingo i l ,e tc .Cab lev is ion  may be considered a u t i l i t y  o r  
c1iclient a c t i v i t y  expense. 
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